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However, because of the widely acknowledged success of national efforts to scale up interventions to prevent and control human immunodeficiency virus (HIV) infection, the disease is now largely managed as a chronic condition. The shift means that lessons from the HIV experience may be transferable to the rollout and scale-up of effective interventions for noncommunicable diseases in low-and middle-income countries. 2 The scale-up of noncommunicable disease interventions is particularly important because coverage is still modest and the evidence base for implementation in low-and middle-income countries remains very limited. 3 WHO's best buys for reducing noncommunicable diseases in lowresource settings suggest several such interventions. The interventions include measures to improve tobacco control, increasing public awareness of the health benefits of physical activity, multidrug therapy for people at high risk of cardiovascular disease and the screening and treatment of cervical cancer. 3 Lowand middle-income countries need to rapidly disseminate and implement effective noncommunicable disease interventions at a national scale, often in contexts of low resources and capacity. The risk of premature death (that is, of people younger than 70 years) from the four major noncommunicable diseases (cardiovascular diseases, cancers, chronic respiratory diseases and diabetes) decreased by 25.4% in high-income countries and by 24.4% in upper-middle-income countries between 2000 and 2015. However, such mortality only reduced by 7.8% in lowermiddle-income countries and increased by 6.0% in low-income countries. 4 Lack of context-specific evidence to underpin adaptation and implementation of best buys in low-income and lower-middle-income countries exacerbates this difference, as the bulk of research evidence on innovations to address noncommunicable diseases is from high-income countries. 3 Despite limited evidence and capacity for adaptation of these best-buy interventions in low-resource settings, policy-makers and implementers in many low-and middle-income countries are expected to adapt and implement interventions from high-income countries and to move from pilot to implementation at scale. Nonetheless, some of the models of service delivery that have enabled the delivery of long-term care at scale may be transferable from HIV intervention scale-up to noncommunicable disease interventions. Lessons from the HIV experience, relevant to governance, financing, human resources, service delivery, products and technologies, information systems and community mobilization, and their potential applications to noncommunicable diseases are summarized in Table 1 .
However, acknowledging that significant differences exist between HIV and noncommunicable diseases and that these differences influence implementation and scale-up is important. For instance, evidence for the scale up of HIV-care delivery was primarily generated and applied, and strategies for widespread implementation and scaleup were initially attempted, in low-and middle-income countries. The spread of innovation among low-and middleincome countries was therefore less constrained. Adopting interventions to prevent and control noncommunicable diseases also requires a contextual adaptation of strategies, as these were primarily developed in high-income countries. Ease of adoption and adaptation to local context is key to successful scale-up. For example, while integrated team-based care for people with complex lifelong chronic conditions is important, delivery of such care in a low-resource health system will be different to that in wellresourced health systems.
Scale-up is not only technical; it is also political. Scale-up is about what gets on the agenda of governments, global health agencies or philanthropists. HIV was an infectious disease that highincome countries sought to keep outside their borders, hence stimulating support for scale-up of prevention and control measures in low-and middle-income countries. Upstream influences (for instance, the commercial determinants of health) that are driving the increase of noncommunicable diseases are outside the health system. HIV affected population groups whose strong identity fostered collective action, contributing to placing scale-up on the political agenda in many low-and middle-income countries. Movements such as NCDFREE and the NCD Alliance seek to build similar traction for noncommunicable diseases. Addressing noncommunicable diseases may require legal and fiscal measures that are unpopular for industries, such as taxes on tobacco, alcohol and sugarsweetened beverages, and regulation to reduce salt in processed food.
In addition to the specific lessons gained from the HIV field, efforts to adopt lessons and innovations from the HIV experience to scale up noncommunicable disease interventions should be informed by several approaches. The first is to follow a structured approach to re-design innovations for scale. 8 of approaches that assist in understanding complex health and social systems. These approaches also contribute to identifying contextual factors such as institutional, socioeconomic and geographical factors, including inequities of access to health care and other social determinants of health. All these factors are likely to interact with interventions and influence their implementation, scaleup and outcomes. The third approach is to embed continuous improvement in the design of scalable programmes. Implementation of interventions to large populations should incorporate appropriate feedback loops and quality improvement, so programmes can be adapted and sustained over time. This approach requires a shift from the traditional evidence-based paradigm that predetermines what evidence and outcomes are required before a programme is implemented to a more adaptive and systems-based approach. 9 For example, in collaboration with WHO, a guide on implementation research for noncommunicable disease prevention and control has recently been published. 10 The guide includes an initial situational analysis, identifies appropriate policies or interventions, and offers guidance on adapting, piloting, implementing and evaluating the intervention, as well as scaling-up with iterative feedback. The fourth approach is to actively disseminate learnings to inform scale-up in other settings. If identified learnings were placed in an open-source repository, this could help create a generalizable evidence base from different case studies that could, over time, be augmented by new research findings in other contexts. Such data-pooling can enrich our understanding of mechanisms that drive successful scale-up and of context, which others can subsequently use for adapting and contextualizing programmes and policies to new settings. This approach has been used for many years by the International Tobacco Control Policy Evaluation Project. 11 Transnational communities of practice, innovation platforms and other forms of professional networks have been used as vehicles for sharing implementation experience and spreading innovations in health and other policy areas, and may be similarly deployed for global noncommunicable disease prevention and control scale-up efforts. 12, 13 The last approach is to use global data monitoring, measurement and evaluation platforms. Field learning on scale-up should be progressively systematized to ensure that we can also gradually learn from the scale-up of noncommunicable disease interventions from one setting to another.
14 While traditional research funding prioritizes time-limited trials or demonstration The HIV experience involved developing parallel information systems that were subsequently integrated into national health information systems. There are now efforts to similarly integrate noncommunicable disease information into national systems alongside HIV information, including with the use of electronic platforms. 6 Community mobilization • Co-designed interventions and quality improvement systems
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projects in defined populations using study designs that maximize internal validity, scale-up research requires longerterm funding of ongoing evaluation of implementation efforts. Although such research and evaluation may be led by researchers, scale-up research will rely on partnerships with practitioners, at the policy, programme and clinical levels, to facilitate application. In addition, more sustainable approaches to secure funds for scale-up research will be necessary and will require funding support from major research funding agencies, governments and WHO.
While there is much to learn from the HIV experience, noncommunicable diseases have peculiarities that may limit the transferability of learnings or require significant adaptation of such learnings. The same applies to the transferability of learnings on noncommunicable disease prevention and control between highincome and low-and middle-income countries. However, the scale-up of interventions to prevent and control noncommunicable diseases, especially in low-and lower-middle-income countries, presents an opportunity for the use of research to facilitate quick and potentially global spread of effective and innovative interventions. We therefore call for the development of research and practice platforms that allow for progressive and systematic accumulation and sharing of field learnings from scale-up efforts. These platforms will maximize learning from the experience of scale-up of HIV interventions and from the scale-up of noncommunicable disease interventions between settings. ■
